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INTRODUCTION

The tempo of deployments for the Armed Forces
of the United States increased in the aftermath of
the Cold War. By 1998 the US Army was involved
in twice the annual deployments as it had under-
taken in 1988, averaging 22,000 soldiers deployed
overseas on any given day. Between 1991 and 1998,
the number of US Air Force personnel deployed
increased 4-fold. The US Navy reported an 8% in-
crease in the number of ships at sea between 1993
and 1998. Before 1989, the US Marine Corps aver-
aged one contingency or exercise every 15 weeks.
By 1998 the average was one every 5 weeks.1

This marked increase in operational tempo
(otempo) came at the same time as a drastic decrease
in active duty personnel strength. The combined
increase in otempo and the concurrent decrease in
available strength has led to an increased role for
the Reserve Component (RC) of the US Armed
Forces. In addition to the large role played in the
Persian Gulf War, the RC has contributed signifi-
cantly to deployments ranging from disaster relief
(eg, Hurricane Mitch in Central America) to peace-
keeping (eg, Bosnia).

The role of RC forces has also increased in do-
mestic operations. The support they provide has
ranged from supporting law enforcement agencies
to providing dental care to Native Americans and
Eskimos.2(p141) The RC is also playing a critical role

in the developing doctrine of homeland defense.
The Army National Guard (ARNG) has been autho-
rized to form Weapons of Mass Destruction Rapid
Assessment and Initial Detection teams to provide
rapid-response support to civilian authorities in the
event of domestic use of such weapons.3 The US Army
Reserve (USAR) will field reconnaissance and decon-
tamination teams and will enhance the capabilities of
USAR medical units in the areas of combat stress con-
trol, triage, and patient decontamination.4

The RC has undergone significant force reduc-
tions—from 1.6 million reservists in 1989 to 1.3 mil-
lion in 1998.2(p133) This trend of increasing reliance on
the RC, even in the face of decreasing RC force struc-
ture, reaffirms that the RC is a crucial component in
the successful implementation of US national secu-
rity and military strategies, both internationally
and domestically. This chapter will discuss the
organization of the RC, the mobilization process, and
medical issues associated with the RC. The RC plays
a major role in the mobilization process and faces a
set of medical issues somewhat different from those
that affect the active component (AC). Knowledge of
the RC structure and the mobilization process should
facilitate the accession of the RC component upon
mobilization. Sensitivity to the medical issues of mo-
bilization should help improve the accession morbid-
ity rates during and after deployment.

RESERVE COMPONENT ORGANIZATION AND FUNCTIONS

RC personnel in all the services belong to one of
three major personnel classifications: the Ready Re-
serve, the Standby Reserve, or the Retired Reserve.
Individual reservists may be assigned to units and
drill with their units on a routine basis, while oth-
ers may have no drill requirements and not be as-
signed to a unit.

The Ready Reserve

The Selected Reserve, the Individual Ready Re-
serve (IRR), and the Inactive National Guard make
up the Ready Reserve. Selected Reservists are typi-
cally assigned to units that drill on a routine basis.
These units may be operational units, which train
and deploy as units, or augmentation units, which
train together but when mobilized augment AC
units. The Individual Mobilization Augmentee
(IMA) is a reservist preassigned to a billet that must
be filled on or shortly after mobilization in an AC

organization, the Selective Service System, or the
Federal Emergency Management Agency. IMAs
train on a part-time basis with the organizations to
prepare for mobilization.2(p90) Reservists on full-time
active duty or full-time National Guard duty to
support the RC (Active Guard/Reserve) are also
considered part of the Selected Reserve.

IRR and Inactive National Guard personnel are
typically individuals who have been previously trained
by virtue of AC or RC service and have a remaining
service obligation. IRR and Inactive National Guard
personnel do not drill on a routine basis but may vol-
unteer for annual training or military schooling.

The Standby Reserve

Members of the Standby Reserve are individu-
als who have completed their active duty or reserve
service commitment and have requested assign-
ment to the Standby Reserve. The Standby Reserve
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also includes individuals who have been released
from the IRR or an RC unit because they have been
elected to Congress, they hold a position as an es-
sential government employee, they are pursuing
graduate degrees in the health professions, or they
have extreme temporary hardships. Members of the
Standby Reserve are not required to attend drills
and are not assigned to units.

The Retired Reserve

The Retired Reserve consists of individuals who
are retired from the AC or who have served 20 or
more years of qualifying service in the RC and are
eligible for retired pay when they reach the age of
60. The Navy and Marine Corps, however, transfer
enlisted members who retire after 20 or more years
but fewer than 30 years of active duty to the Fleet
Reserve or the Fleet Marine Corps Reserve until the
individual reaches 30 years of service. Members of

the Fleet Reserve and the Fleet Marine Reserve can
be involuntarily called back to active service. Re-
tired personnel in the Army and Air Force are not
subject to involuntary recall.2(p94)

Retired reservists are categorized based on the
length of time since retirement and presence of a
disability that would preclude mobilization. Cat-
egory I includes those individuals who have no dis-
ability, are less than 60 years old, and have retired
within the past 5 years. Category II comprises those
individuals with no disability and who are under
60 years of age but who have been retired for longer
than 5 years. Individuals of any age with a disabil-
ity, regardless of time since retirement, make up
Category III. Retirees in categories I and II are con-
sidered “mobilization assets” 2(p93) and are included
in the total DoD mobilization base. In contrast, re-
tirees in Category III “with selected skills, prima-
rily medical personnel, are considered mobilization
assets on a case-by-case basis.”2(p93)

RESERVE FORCES OF THE MILITARY SERVICES

Each of the four military services has a reserve
force structure to augment and complement the AC.
The Army and the Air Force have both reserve and
National Guard forces within their respective re-
serve structures. National Guard personnel are con-
sidered part of the Ready Reserve. The US Coast
Guard, although not usually considered a part of
the Department of Defense (DoD), also has a reserve
establishment. Exhibit 6-1 summarizes and con-
trasts the policies of each of the Services in regard
to their RC mobilization and peacetime employ-
ment of RC assets.

US Army Reserve Components

US Army National Guard

In fiscal year 1998, the ARNG made up approxi-
mately 34% of the total Army personnel strength. It
also contributed to the Total Army 54% of the com-
bat arms units, 35% of the combat support units,
and 35% of the combat service support units.3

The ARNG has a federal and a state mission. The
federal mission is “to maintain properly trained and
equipped units to be available for prompt mobili-
zation for war, national emergencies or as otherwise
needed.…The state mission is to provide trained
and disciplined forces for domestic emergencies or
as otherwise directed by state law.”5(p26) The ARNG
of the separate states, territories, and District of
Columbia are commanded while in state service by

the governor through the state adjutant general (or
their equivalents). ARNG forces are permitted to en-
gage in law enforcement activities only when in state
service. Federalized ARNG units are prohibited, as
are AC units, from engaging in law enforcement ac-
tivities except in extremely limited circumstances.

US Army Reserve

The mission of the USAR is “to provide trained
units and qualified individuals who are available
for active duty in the United States Army in time of
war or national emergency and at such other times
as the national security requires.”5(p32) USAR troop
units are primarily combat support or combat ser-
vice support. In fiscal year 1998, the USAR con-
tained approximately half of the Total Army’s com-
bat service support force structure.4

US Naval Reserve Component

The mission of the US Naval Reserve (USNR) is
analogous to that of the USAR. Approximately 30%
of Selective USNR personnel serve in commissioned
units. These are “completely operational entities that
have their own equipment and hardware, including
ships, aircraft squadrons, construction battalions,
cargo handling battalions, mobile inshore undersea
warfare units and special boat units. They are struc-
tured and equipped to come on active duty and
function independently or alongside active
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EXHIBIT 6-1

US SERVICE MOBILIZATION POLICIES

Army • Heavy reliance on reserves for combat service support

• Involuntary call-up to ensure access to units and to maintain unit integrity

Air Force • Extensive peacetime use of reserves (especially strategic lift)

• Volunteers used to fill missions

Marine Corps • Volunteers used to augment

• Reserves not required for initial operations

Navy • Prefers involuntary call-up for unit integrity and visibility

• Able to meet requirements with volunteers

Coast Guard • Extensive use of peacetime reserves to augment active duty units

• Some reserve units (Port Security Units) are required for initial operations

Source: US Department of Defense. Joint Tactics, Techniques, and Procedures for Manpower Mobilization and Demobilization:
Reserve Component (RC) Call-up. Washington, DC: DoD; 1998. Joint Publication 4-05.1, III-4.

units.”2(p143) The remainder of the Selective Reserv-
ists serve in augmentation units, which augment
active units.

US Marine Corps Reserve Component

The mission of the US Marine Corps Reserve
(USMCR) is consistent with the missions of the
USAR and the USNR. The USMCR contributes a
balanced force package of air, ground, combat, and
combat support forces to the USMC total force. The
USMCR, however, contributes 100% of the USMC
civil affairs and adversary squadrons.2(p148)

US Air Force Reserve Components

US Air National Guard

The mission of the Air National Guard (ANG) is
analogous to that of the ARNG, and, like the ARNG,
the ANG is considered a state asset until it is feder-
alized. The ANG is responsible for the air defense
of the continental United States and is equipped
with state-of-the-art aircraft. The ANG’s capabili-
ties span the spectrum of air operations. In fiscal
year 1998, the ANG provided “one-third of the Air
Force’s tactical fighters, 43.2 percent of the KC-135
aerial refueling tankers, and 25.5 percent of the res-
cue and recovery capability…representing 34.4 per-
cent of the total Air Force aircraft inventory.”2(p131)

US Air Force Reserve

The mission of the US Air Force Reserve (USAFR)
is to support the Air Force in its mission. The
USAFR’s contribution to the Air Force total force
package includes tactical airlift, special operations,
aerial refueling, rescue, heavy bombers, and tacti-
cal fighter aircraft. The USAFR also contributes
a significant proportion of the Air Force’s logis-
tical, engineering, and medical support.6 The USAFR
and, to a lesser extent, the ANG frequently perform
“real-world” missions as part of their training; they
routinely conduct or participate in AC missions.

US Coast Guard Reserve Component

The US Coast Guard Reserve (USCGR) provides
trained personnel to be activated in times of war
and national emergency or when DoD requires ad-
ditional personnel.5 The Coast Guard is normally
an agency of the Department of Transportation.
Portions or all of the Coast Guard may be trans-
ferred to the Navy during wartime or at the direc-
tion of the President. The roles of the Coast Guard
include maritime safety and law enforcement, ma-
rine environmental protection, and national de-
fense. During wartime, these activities are ex-
panded to include “preparing, coordinating and
conducting operations in support of the coastal de-
fense of both the United States and in-theater ports of
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debarkation.”5(p50) USCGR forces are frequently tasked
with drug and illegal immigrant interdiction missions,
as well as domestic disaster assistance operations.

USCGR personnel and units are seamlessly inte-
grated with the active component; most USCGR
personnel are assigned to the active duty command
that they would augment when they mobilize.2 Cer-

tain capabilities are, however, concentrated in the
USCGR. For example, the majority of the Coast
Guard’s deployable port security units are located
in the USCGR. Reservists frequently perform “real-
world” missions as part of their training and are
often called on to fill AC shortfalls in day-to-day
operations.2(p158)

MOBILIZATION

Mobilization is defined by the DoD as “the
process of preparing for war or other emerg-
encies...”7(pI-1) There are two components of mobiliza-
tion: the military mobilization process and the national
mobilization process.

Military Mobilization

Military mobilization refers to the process of bring-
ing the military to an increased state of readiness.
Mobilization connotes much more than just accession
of personnel and units. Mobilized forces must be
equipped, trained, and sustained. The mobilization
process is designed to enable a flexible response to
emergencies as part of a graduated response process.
The graduated response process allows the National

Command Authority (NCA) [the President and the
Secretary of Defense] to respond to emergencies by
choosing from a menu of mobilization options.

How the RC is Mobilized

Figure 6-1 depicts a notional scenario requiring a
Presidential Selected Reserve call-up (PSRC). In the
scenario, a Commander-in-Chief (CINC) of one of the
geographical joint combatant commands is ordered
to respond to a contingency. Geographical CINCs are
responsible for planning for possible contingencies
and unexpected events in their area of responsibility.
The planning factors include an estimate of forces re-
quired, which typically include RC forces.

In the notional case shown in Figure 6-1, the CINC

Fig. 6-1. Mobilization under a Presidential Selected Reserve Call-Up. Source: Goodbary RA. Reserve Forces of the
United States Army. Presented at the United States Army War College; Dec 10, 1995; Carlisle, Pennsylvania.

CINC:  Commander in Chief
JCS:  Joint Chiefs of Staff
CJCS:  Chairman, Joint Chiefs of Staff

J4:  Logistics at the Joint Chiefs level
SECDEF:  Secretary of Defense
IMA:  Individual Mobilization Augmentee
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identifies force requirements and submits the require-
ments to the Joint Chiefs of Staff for validation. The
Joint Chiefs allocate forces and determine the need
for mobilization. The Service Chiefs of the Army,
Navy, Air Force, and Marine Corps join in the plan-
ning at an early stage. After the validated force pack-
age is approved by the various Service Secretaries and
the necessary Under Secretaries and Assistant Secre-
taries of Defense, it is submitted to the Chairman of
the Joint Chiefs of Staff, who requests that the Secre-
tary of Defense inform the President of the need for
RC mobilization. The President issues an executive
order for the call-up and orders the Secretary of De-
fense to implement it. The President informs Congress
within 24 hours of the executive order. In the mean-
time, the Secretary of Defense has ordered the Ser-
vice Secretaries to mobilize the necessary forces. The
identified RC units and personnel are mobilized and
deploy to the crisis area in conjunction with AC units.

Levels of Military Mobilization

The NCA has a range of mobilization responses
to apply to a crisis at any level of the continuum of
military operations. The levels of mobilization are
shown in Figure 6-2 and the legal authorities for

Fig. 6-2. Levels of Mobilization. Source:
US Department of Defense. Joint
Tactics, Techniques, and Procedures for
Manpower Mobilization and Demobiliza-
tion: Reserve Component (RC) Call-up.
Washington, DC: DoD; 1998. Joint Pub-
lication 4-05.1, C-1.

mobilization are shown in Table 6-1. The range of
responses available is shown in Figure 6-3. In addi-
tion to these options, other personnel management
options are available to the services during a mobi-
lization. Stop-loss actions enable the services to
retain members beyond their terms of service. Stop-
movement actions stabilize personnel by such meth-
ods as changing tour lengths or freezing all reas-
signments. Redistribution actions, such as cross
leveling (ie, transferring) of personnel to high pri-
ority units, is another administrative action that
may be used to respond to emergencies.

Mobilization of materiel and equipment is crucial
if mobilized personnel are to carry out their assigned
missions. The Persian Gulf War led to several logis-
tics initiatives. These initiatives include the prime
vendor concept whose aim is to realize cost savings
by the selection of a single supplier for Class VIII
(medical) supplies for medical treatment facilities in
a specific geographic area. Another initiative is “just-
in-time” delivery whose purpose is to ensure deliv-
ery of supplies when actually needed, thus enabling
units to avoid accumulating large stockpiles of sup-
plies and equipment. Finally “in-transit visibility”
enables the logistician to pinpoint the exact location
of an item anywhere in the logistical chain. A major
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Fig. 6-3. Levels of Response. Source: US Department of Defense. Joint Tactics, Techniques, and Procedures for Manpower
Mobilization and Demobilization: Reserve Component (RC) Call-up. Washington, DC: DoD; 1998. Joint Publication 4-05.1, III-5.

mobilization will severely test the validity of these
concepts, especially in the area of medical logistics.
The Persian Gulf War revealed problems with the
availability of certain medical materiel items, such as
immune serum globulin and anthrax vaccine. Short-
ages of other drugs and vaccines (eg, primaquine,
adenovirus vaccine) have occurred when pharmaceu-
tical and vaccine manufacturers have closed or
mothballed facilities or production lines for items of
military importance that either lack widespread ci-
vilian applicability or are no longer profitable.

Mobilization, especially full mobilization (the call-up
of all reserve components) and total mobilization (full
mobilization plus the addition of new force structure
and personnel), requires coordination and action by nu-
merous federal departments and agencies. The respon-
sibilities of agencies such as the Federal Emergency
Management Agency in domestic emergencies and the
Office of Foreign Disaster Assistance in foreign emer-
gencies are explained in chapters 45, The International
Humanitarian Response System and the US Military
and 46, Domestic Disaster Response: FEMA and Other
Governmental Organizations.

RC forces are increasingly required to augment
and complement AC forces in Security and Support
Operations (SASO) such as foreign disaster assis-
tance operations, complex humanitarian emergen-
cies, and peacekeeping or peace enforcement
operations. RC forces can be accessed for these op-

erations by any of the mobilization schemes shown
in Table 6-1, dependent upon the decision of the
NCA as determined by the scope of the operation.

The Military Health System and Mobilization

Demands on the System During Mobilization

Mobilization, at any level, involves the Military
Health System (MHS) and will result in significant
demands on that system. Increased rates of disease,
for example, may become a concern. Massive num-
bers of mobilized personnel may be housed in over-
crowded billets, with the consequent increased risk
of respiratory diseases. A surge in the numbers of
individuals undergoing initial entry training will
result in the same risks. Increased demands on food
service facilities may increase the risk of foodborne
diseases. The social, family, and personal upheav-
als associated with mobilization may result in prob-
lems such as an increased rate of sexually transmit-
ted diseases and increased rates of family violence
and drug and alcohol use. Environmental and occu-
pational concerns may arise due to reactivation of
mothballed facilities and training areas. Increased
production, transportation, storage, and use of
chemicals, fuels, and munitions may result in
increased risk of toxic material releases. All of these
will need to be planned for by the MHS.

Total mobilization

Full mobilization

Partial mobilization

Presidential selected reserve call-up

Reserve component volunteers

Selective mobilization

Presidential or Congressional
declaration of national emergency

Legislation authorizing
further force expansion

Congressional declaration
of national emergency

GLOBAL

MULTIPLE REGIONAL
CONTINGENCIES

REGIONAL CONTINGENCY

PEACE OPERATIONS

HUMANITARIAN ASSISTANCE
COUNTERDRUG

CIVIL DISTURBANCE
NATURAL DISASTER

Level Of Response Range Of Military Options
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MHS assets will need to be allocated to perform
medical and dental examinations and screening of
RC personnel after mobilization begins. Preventive
medicine personnel will play major roles in the
screening of individuals before deployment. The
difficulties encountered in evaluating individuals
with symptoms associated with the Persian Gulf
War and the lack of predeployment data have led
to the development of joint predeployment screen-
ing protocols based on a DoD Directive8 and a DoD
Instruction.9 Preventive medicine officers play key
roles in the development of recommendations for
predeployment immunizations and chemoprophy-
laxis. They prepare disease threat assessments and
deliver disease threat briefings to deploying and
deployed forces. Preventive medicine is also respon-
sible for providing sustainment training of person-
nel and units in individual- and unit-level preven-
tive medicine countermeasures.

Provisions for health care of non–active duty
beneficiaries will be required. The number of non–
active duty beneficiaries will be increased by the
inclusion of family members of the newly accessed
RC forces. One of the expected benefits of the
military’s TRICARE system will be the ability of the
associated TRICARE networks to assume, during
mobilization, a large portion of the health care
workload for non–active duty beneficiaries.
TRICARE is DoD’s managed healthcare program
designed to enhance the quality and accessibility
of health care for beneficiaries while controlling
costs. The plan consists of regional triservice
medical coordination of health care in cooperation
with private healthcare contractors. The contractors
establish networks of nonmilitary healthcare pro-
viders to supplement DoD health care.

The preparation for receipt of casualties will result
in the expansion of hospitals in the United States and
the need for increased stocks of medical materiel. An
increase in the requirement for blood and blood prod-
ucts will result in further strain on elements of the
MHS. Preventive medicine activities can expect in-
creased workload as they follow up on bloodborne
infections (eg, hepatitis C) detected in donors.

Increased occupational health requirements from
surging industrial activities can be expected. In
addition, the Total Force Concept of full integration
of DoD civilians will result in many DoD civilians
with special skills being deployed to combat zones.
The occupational health needs of these personnel
must be met before and during deployment. Op-
erations in the 1990s have reflected an increased role
for DoD contractors and their personnel. The role
of the MHS in health care for contracted personnel
depends on the terms of the specific contract. In

some operations, DoD has contracted for provision
of certain preventive medicine functions after the
area of operations has matured.

Demands on the System during Demobilization

Preventive medicine personnel will be active during
redeployment and demobilization. The Persian Gulf War
illness evaluation process has led to the development of
more comprehensive postdeployment screenings.9 Re-
turning individuals will require information on dis-
eases with long incubation periods to which they may
have been exposed. In many cases, informational ma-
terials may need to be developed to assist primary care
providers in providing health care to demobilized per-
sonnel. This is especially an issue with RC personnel.
Individuals may return to the United States with la-
tent diseases such as leishmaniasis or malaria. Tuber-
culosis screening will likely be required. Although po-
litical pressure tends to hasten demobilization, crowd-
ing of billets may still occur, leading to increased risk
of airborne and foodborne infections.

Military Support to Civilian Authorities in the
United States

Legal Authority

RC forces may be mobilized as part of a Joint Task
Force established to provide military assistance to ci-
vilian authorities. DoD Directives 3025.1,10 3025.12,11

and 3025.1512 provide guidance for military support
for civilian disasters, domestic civil disturbances, and
domestic counterterrorism operations. Military assis-
tance to civilian law enforcement officials is addressed
in DoD Directive 5525.5.13

The level of mobilization and the actions required to
mobilize forces for domestic operations are identical to
those required for a wartime mobilization (Table 6-2).
The NCA may order any level of mobilization to pro-
vide assistance dependent on the severity of the event.
The following discussion focuses on the RC role in do-
mestic disaster assistance or major terrorism incidents.

On declaration of a national emergency requiring
DoD support, ARNG and ANG units are frequently al-
ready providing support as part of the state’s emergency
response plan. Guard medical units, along with Disas-
ter Medical Assistance Teams (volunteers who can be
called to federal service in times of emergency and so
can provide care outside the states in which they are
licensed or certified; see chapter 46, Domestic Disaster
Response: FEMA and Other Governmental Organiza-
tions), are often the first health care support units to
arrive in the emergency area. The ANG and the
ARNG are not federalized in most emergencies.
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Maintaining state control of the Guard provides the
governor with a more flexible force to respond to
the emergency (as federalized Guard units lose their
law enforcement  authority).

The National Disaster Medical System

The National Disaster Medical System (NDMS)
is a key component of the medical response to na-
tional mobilization and is also a key component in
federal disaster and emergency assistance opera-
tions. NDMS and its functions in those situations
are explained more fully in chapter 46, Domestic
Disaster Response: FEMA and Other Governmen-
tal Organizations. The Assistant Secretary for

Health in the Office of Emergency Preparedness, De-
partment of Health and Human Services, is respon-
sible for the NDMS in peacetime. The DoD assumes
control of the NDMS during wartime. The program
is a partnership among the Departments of Health
and Human Services, Veterans Affairs, and Defense.
NDMS has two primary missions: “(1) to supplement
State and local medical resources during major do-
mestic natural and man made catastrophic disasters
and emergencies; and (2) to provide backup medi-
cal support to the Department of Defense (DoD) and
the Department of Veterans Affairs (VA) medical sys-
tems in providing care for U.S. Armed Forces per-
sonnel who become casualties during overseas con-
ventional conflicts.”14(pII-1)

Military Departments order units and volun-
teer individuals to active duty within the lim-
its of presidential authorities invoked

DoD and Department of Veterans Affairs act in
accordance with the Department of Veterans
Affairs and DoD Health Resources Sharing
and Emergency Operations Act (38 USC
8111A) when DoD requirements exceed sup-
ply of continental US military hospital beds

Geographic combatant commander requests
support in accordance with agreements

Military Departments order RC units and indi-
viduals to active duty

US Public Health Service assigns members to
DoD or US Coast Guard with request from
Secretary of Defense or Transportation and
presidential executive order

Secretary of Defense acts under provisions of
Public Health Service Act when hospital bed
requirements exceed capacity of DoD and De-
partment of Veterans Affairs

TABLE 6-2

HEALTH SERVICE SUPPORT MOBILIZATION: SOURCES AND OPTIONS

Sources of Health Mobilizing Health
Situation Service Support Service Support Actions Required

Any level of
   emergency

National
   emergency
   or war

RC health service support
units and individuals

Department of Veterans
Affairs hospitals

Host-nation health care
systems

RC health service support
units and individuals

Domestic civilian health
care system

Mobilize volunteer indi-
viduals and units of the
Selected Reserve

Implement the Depart-
ment of Veterans Affairs–
DoD Contingency Plan

Activate host-nation sup-
port agreements

Mobilize remaining RC
health service support
units and individuals

Transfer US Public Health
Service commissioned
members to DoD or US
Coast Guard

Activate National Disas-
ter Medical System

Source: US Department of Defense. Joint Doctrine for Mobilization Planning. Washington, DC: DoD; 1995. Joint Publication 4-05, IV-20.

MEDICAL CHALLENGES TO MOBILIZING THE RESERVE COMPONENT

The challenges of mobilizing RC units may not
be widely appreciated by inexperienced AC or RC
commanders or medical personnel. In addition to
the medical concerns already mentioned and those

discussed below, there are myriad organizational
hurdles to overcome, usually with limited time and
support. A medical officer with an RC engineer bat-
talion during the Persian Gulf War found that diffi-
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culties with medical clearance for deployment fell
into three categories (administrative, logistic, and
supply) and that careful planning would help over-
come most of these problems.15 Amato provides 12
specific recommendations related to administrative
planning, use of chain of command, consistent
medical qualification policies, use and maintenance
of medical records, and appropriate use of medical
personnel. He also reported that some medical per-
sonnel were overtly obstructive to the mobilization
process because of their personal convictions re-
garding the propriety of the conflict. This article
may be helpful to commanders and medical per-
sonnel who may be mobilized or assist with RC
mobilization.

Medical and Fitness Issues

While the types of units found within each com-
ponent vary even within branches of service, there
are some commonalities about reservists among the
various Reserve Components. RC members are gen-
erally older than active duty members of their par-
ent services and usually have a civilian job, which
may or may not be related to their military occupa-
tion. RC members have limited and intermittent
contact with the active component, as they usually
drill 1 weekend a month and perform 2 weeks of
active duty each year. Physical training conducted
during reserve duty sessions is insufficient in itself
to ensure fitness. When physical training was con-
ducted during drills, it was found not to be an ef-
fective or efficient method of improving the fitness
of National Guard soldiers.16 For several reasons,
RC individuals can be a cause for preventive medi-
cine concern during times of mobilization, deploy-
ment, and redeployment. While most reservists will
perform their military tasks without becoming in-
jured, ill, or otherwise a medical liability, the risk
of such an event may be higher among reservists.

There have been several published reports regard-
ing the physical and medical fitness of reservists. The
physical fitness of these individuals has been found
to be lower than that of active duty members in
Canada17 and in the United States.18 Although there
are limited data comparing the risk of injuries between
RC and AC members during training exercises, reserv-
ists experience substantial levels of training-associated
injuries. Korenyi-Both and colleagues19 found that
over a 4-year period, injuries accounted for over one
third of sick call visits in a USAR mechanized infan-
try brigade, and that musculoskeletal injuries were
the most common type. Foulkes20 evaluated orthope-
dic injuries experienced by an ARNG brigade acti-
vated for Operation Desert Storm and found that 26%

were degenerative or due to overuse, two categories
that may be difficult to differentiate and that may be
related to fitness.21

There have been reports that substantial propor-
tions of RC members were not medically fit for
mobilization during the Persian Gulf War.22 An ear-
lier study23 found that, on average, ANG members
would need from 3 to 5 hours of dental treatment
for necessary operative and rehabilitative dental
care. One study24 found that between 46% and 58%
(depending on whether previous or current crite-
ria were used) of Army RC soldiers examined in
1991 had a class 3 finding (ie, the existing condi-
tion is likely to result in a dental emergency within
the next 12 months). During the mobilization for
the Persian Gulf War, Rothberg and colleagues25

studied 2,723 IRR soldiers called to active duty.
Twenty-five percent were rejected for activation; the
most common reasons were overweight (29% of re-
jections), sole parent of a minor child (25%), ortho-
pedic problems (12%), and mental problems (10%).

In addition, based on the personal experience of
one author (DNC) as the commander of a reserve
unit, as well as anecdotal reports from senior RC
medical officers, it is clear that falsification of
weigh-in and physical fitness records occurs, and
some reservists do not report medical conditions
that would prevent their participation or deploy-
ment (eg, asthma, diabetes). On the other hand,
some reservists intentionally do not complete spe-
cific predeployment tasks (eg, the family support
plan) so they will be deferred from deployment. The
limited contact RC members have with the AC mili-
tary makes it easier than it would be if they were
AC members for these deficiencies to go undetec-
ted. The impact this has on force readiness and
medical assets has not been quantified.

Psychosocial Problems

RC members may face social and psychological
challenges that differ from those of AC members.
Active duty servicemembers generally deploy with
members of the same unit they have been working
with on a daily basis for months or years. Military
units are frequently social units as well, with friend-
ships existing between both the members and their
families. Military families often live in government
housing or at least in the general proximity of the
military installation. When deployed, these fami-
lies can constitute a social support network, giving
mutual psychological and social assistance.

Although RC members also generally deploy
with their units, many are individually assigned as
fillers to other reserve or active units. In addition,
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the nature of reserve training (usually once a month
and 2 weeks in the summer) is not conducive to
developing close relationships. There is generally
much less contact among the families, which often
are scattered across a much wider area, and this
provides fewer opportunities for developing effec-
tive social networks as compared to the situation
with members of the active component.

Another important difference between an AC and
an RC servicemember is the reservist’s employment
status. Active duty servicemembers continue in
their usual occupation when deployed and have
little change in their income level. While the jobs of
mobilized RC members are secure by law, there can
be very substantial changes in their incomes. Many
RC enlisted members are highly educated profes-
sionals who maintain their military service both out
of a sense of duty and to generate a small amount
of additional income. However, their full-time mili-
tary pay may be substantially lower than their full-
time civilian pay. These differences may be even
more dramatic when professionals such as physi-
cians or attorneys are mobilized. A situation that
can be even more financially devastating can occur
when RC members are self-employed or own their
businesses and employ others. There exists a po-
tential for members in these situations to experi-
ence catastrophic financial setbacks, including the
loss of businesses and subsequent unemployment
for themselves and their employees. This has the
potential to adversely affect morale and retention.
Manglesdorff and Moses26 compared the number of
USAR medical department resignations for fiscal
year 1990 (mostly before the Persian Gulf War) with
fiscal year 1991 (during and mostly after the Per-
sian Gulf War) and reported that Nurse Corps res-
ignations rose from 82 to 429; Dental Corps from 28
to 115; Medical Corps from 99 to 435; and Medical
Service Corps from 45 to 68. Many of these indi-
viduals reported suffering dramatic financial losses
as a result of mobilization.

While there has been substantial research con-
ducted evaluating psychological and social stres-
sors on AC military personnel and their families,
much less is known about RC personnel and their
families. Black27 reviewed stressors faced by active
duty, National Guard, and Reserve servicemembers,
based on data from the Defense Manpower Data
Center, Monterey, California, collected in 1985 and
1986. He reported substantial differences in the
spouses and families of RC members as compared
to those of AC members. This included longer
periods of marriage, older spouses, and a higher
proportion of families with no children under 18
years of age. Compared to AC families, RC families

were much more likely to have lived in their cur-
rent location for more than 2 years. Black makes a
number of reasonable recommendations regarding
support groups but does not recommend how these
can be oriented towards RC families. He does note
that AC families are more likely to be distant from
their extended families, while RC families may be
socially isolated from other families in similar
situations.

Since the end of the Persian Gulf War, there have
been several studies evaluating concerns of RC
members and their families. One study28 evaluated
indicators of stress among Air Force medical per-
sonnel shortly after the end of the war. Several ar-
eas of concern were found, including worries about
families and financial concerns. A study of mem-
bers of two USAR medical units was reported by
Hammelman.29 Soldiers reported being affected by
the stressors more than their families. Several fac-
tors were associated with being affected more by
the stressors, including being married, of higher
rank, male, and a parent of preschool children.
Unexpectedly, families of single parents were less
affected than families with two parents. Appar-
ently—but this was not explicitly stated—male re-
servists had greater concerns about financial diffi-
culties than did female reservists.

A study30 of mobilized Navy Reservists who re-
sponded to a questionnaire found that concerns of
these personnel could be grouped into several
categories, two of which were (1) financial and fam-
ily hardship and (2) community and family support.
Officers reported a higher level of financial difficulty
than did enlisted members, which the authors at-
tribute to the high proportion of physicians in the
sample. Of the physicians, 63% reported a moderate-
to-severe hardship on their civilian medical practice,
and 42% reported a moderate-to-severe financial
hardship. This article also reports on an unpub-
lished Navy survey that found that more than 20%
of the medical and dental officers reported a greater
than 50% loss in income in the 6 months following
their release from active duty. Less information was
provided on community and family support, but
the authors report a relatively high level of satis-
faction with these issues among the study subjects.

Even less information is available regarding the
reintegration of the RC member after release from
active duty. Black27 notes that a family’s reunion
may be more stressful than the separation and that
readjustment may take up to 8 weeks but presents
no RC-specific problems or solutions.

While psychological, social, and economic issues
may not be routinely considered preventive medicine
problems, these factors may directly affect preventive
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medicine personnel and programs. Malone and col-
leagues31 evaluated a USNR Construction Battalion
unit and speculated that increased morbidity re-
ported by RC personnel may have been due to psy-
chological, social, and economic stresses different
in magnitude and type from those experienced by
AC personnel. They hypothesize that rapid mobili-
zation and demobilization does not allow adequate
time for servicemembers to process adverse expe-
riences or fears. They also discussed that the unex-
pected disruption of families and careers resulted
in domestic and financial pressures that were mag-
nified in the older age groups, which are overrep-
resented in the Reserve Components. Adverse
health effects, generally self-reported and of a vague
nature, have been observed years after mobilization
and demobilization related to the Persian Gulf War.

Reservists are about twice as likely as active duty
personnel to participate in the clinical evaluation
programs operated by the DoD (ie, the Comprehen-
sive Clinical Evaluation Program) and the Depart-
ment of Veterans Affairs (ie, the Gulf War Health
Registry), even though the actual types and degrees
of morbidity among these personnel are not sub-
stantially different (Kang HK, 1997, unpublished
data; DNC, 1997, unpublished data).32,33 The reasons
for the higher levels of participation are poorly un-
derstood, but the higher health care–seeking behav-
ior and perceived health problems may present a
military readiness issue and deserve further evalu-
ation. It is largely the concern and activism by RC
veterans that has driven the high degree of politi-
cal and media interest in the health effects of serv-
ing in the Persian Gulf War.
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